The Whitehall II Study finds overtime work is related to increased risk of incident coronary heart disease independent of conventional risk factors.
In their analysis, Virtanen et al. (2010) examined the association between overtime work and incident coronary heart disease (CHD) events in a study population that was followed for an average of 11.2 years and included 6,014 men and women. The workers, 39 to 61 years old, were employed in full-time, white-collar occupations and were free from CHD at baseline. More than half of the co-hort (54%) reported a normal working day of 7 to 8 hours at baseline. Twenty-one percent reported working 1 hour of overtime, 15% reported 2 hours, and 10% reported working 3 or 4 hours.
Those who worked 1 to 2 hours of overtime daily did not appear to be at increased risk of CHD. However, those who worked 3 to 4 hours of overtime per day had an increased risk of experiencing a CHD event. Working 11 to 12 hours per day placed subjects at a 56% greater risk of angina, non-fatal myocardial infarction, or coronary death than did working normal hours (95% confidence interval [CI]: 1.11 to 2.19). There were 369 cases of angina, myocardial infarction, or coronary death through the average follow-up period of 11.2 years.
Adjustment for sociodemographic characteristics did not attenuate the effect. Those who worked 3 to 4 hours of overtime daily had a 1.6fold increased risk of experiencing a CHD event compared with those who did not work overtime (95% CI: 1.15 to 2.23). Adjustment for several cardiovascular risk factors, type A behavior pattern, psychological distress, job demands, decision-making ability at work, sleep deprivation, and sick days only slightly lessened the extent of the association. Similar results were observed when angina was excluded as an outcome (95% CI: 1.02 to 2.76).
The degree of decision-making ability workers had in the work environment significantly influenced the effects of overtime on CHD. In certain scenarios, workers with high decision latitude did not have an elevated risk, whereas those with low decision latitude had a 1.78-fold (95% CI: 1.10 to 2.89) increased risk. No significant association between any amount of overtime work and all-cause mortality was observed.
Although the data could not explain the link between overtime and cardiovascular events, the authors proposed difficulty relaxing after work, hidden hypertension, and a willingness to work when sick as possible mechanisms of action.
In addressing study limitations, the authors identified the inability to assess changes in risk factors or changes in work hours during follow-up, the inability to assess for anxiety and depressive disorders, reduced statistical power for subgroup analyses, and the lack of blue-collar workers. They further acknowledged that the possibility of unmeasured or imprecisely measured predictors of coronary events can never be entirely excluded in observational studies. However, the authors concluded that the data from this large occupational cohort study indicate that overtime work is associated with increased risk of CHD independent of conventional coronary risk factors, sleep deprivation, psychological distress, work characteristics, type A behavior, and sociodemographic characteristics. 
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